A reflection on the benefits and challenges facing communities of practice for research and engagement in nursing South Africa is confronted with a quadruple burden of disease: a very high prevalence of HIV and AIDS, which has now entered a synergistic relationship with TB; maternal and child morbidity and mortality; an exploding prevalence of noncommunicable diseases, mostly driven by lifestyle risk factors; and injuries and trauma often related to violence. In response to this burden, South Africa has developed a strategic plan to overhaul the health system, including reconstruction and revitalisation of the nursing profession. This plan should ensure that our country has well-trained nurses who can contribute to addressing the health-care needs of all South Africans in order to create healthy communities. These interventions need to cover everything from prenatal and postnatal care, to the food supply and marketing chain, to the built environment, all of which promote healthy eating and active, healthy living. To achieve this, the public health
sector needs to forge strategic working partnerships with both the health and non-health sectors -with parents, child-care providers, schools, health-care providers, community organisations, the food industry, store owners and retailers, and the media. Globally, communities of practice have become a convenient way for nursing educators and practitioners to collaborate to meet practice needs, to develop evidence-based practice and to disseminate new knowledge to practitioners (Andrew, Tolson & Ferguson 2008) . Communities of practice also provide a unique space for workplace professional development, including research training and support and evidence-based practice beyond the nursing and healthcare environments.
The concept of communities of practice is not new, but it remains one of the most important concepts in social or situated learning theory (Hoadley 2012) . Verburg and Andriessen (2011) describe a taxonomy of types of 'knowledge-building communities', which included communities of practice, communities of interest and communities of purpose. They identified archetypes based on two dimensions of variability, namely connectivity (based on identity and degree of interaction) and institutionalisation (based on level of formalisation including of deliverables and membership).
Evolving from theories of knowing, learning and technology, communities of practice can be seen as both a learning phenomenon and an instructional strategy. Educators have moved beyond the philosophies of cognitive constructivism and behaviourism to realise that learning must be situated in authentic practice contexts (Hoadley 2012) . The latter is the reason for the rising popularity of different types of communities of practice for different contexts. Communities of practice provide this authentic learning space, and increasingly so where interprofessional teamwork and collaboration are required, for example in the health sciences (Li et al. 2009 ).
This article draws on reflections on and learning from communities of practice that were established in the context of a multi-university-community nursing education program in Tshwane District, South Africa. We discuss the communities of practice that were formed to address education and practice issues under the umbrella of the Community-Oriented Nursing Education
Program for Women and Child Health (CONEWCH) in Tshwane District in South Africa. The program was an attempt to develop nurses' capacity, with a view to achieving the health targets of the Millennium Development Goals. Our lessons learned may be useful to other situated learning contexts in the universitycommunity environment in the post-2015 sustainable development agenda (United Nations 2015).
BACKGROUND TO THE PROGRAM
In 2008, a needs assessment was conducted by the Nursing Science Department at one of the universities, which identified the healthcare facilities (two hospitals and associated clinics) in Tshwane District in South Africa that would be involved in the program. The information gleaned from that process informed the scope of the funding proposal and eventually of the program, which was funded through University-based Nursing Education South Africa (UNEDSA).
A primary finding of the study was nurse practitioners' need for situated learning to develop knowledge and skills relevant to their practice environments.
After the funding was awarded jointly to two of the applicant universities, both of the universities' Nursing Science Departments and the two district hospitals and their associated clinics formed the CONEWCH program. Lecturing staff of the Nursing Science Departments who had an interest in the thematic areas were invited to join the program, and Nurse Managers at the hospitals and clinics nominated staff to participate in the program. Advertisements were sent out to nursing education institutions to invite eligible persons to apply for Masters and Doctoral program scholarships. Project staff were recruited and contracted. The governance structure of the CONEWCH included the Heads of the Nursing Science Departments at the universities, academic managers, a project manager at each university and one administrative staff for secretarial purposes.
The overall goal of the program was to advance nursing education and research in order to improve the health of women and children in the City of Tshwane and the surrounding rural communities (UNEDSA 2013). The program had three broad objectives: optimise the knowledge and skills of all staff involved (lecturers and hospital staff) to support student learning; institute a research initiative with the focus on improving the quality of nursing care; and manage research groups to generate and disseminate knowledge relating to woman and child health.
ESTABLISHING THE COMMUNITIES OF PRACTICE
The research groups were constituted as communities of practice and became the vehicle for the implementation and achievement of the program objectives. It was further anticipated that the communities of practice would create opportunities for the universities to achieve their teaching, research and community outreach mandates and for the hospitals and clinics to strengthen evidence-based decision-making for improving health outcomes of patients in local communities.
Once the program got underway, pilot communities of practice were formed (in year one) around the following domains:
gender-related violence; human immunodeficiency virus (HIV) infection and acquired immunodeficiency syndrome (AIDS), and related malnutrition; maternal and perinatal mortality; reproductive health, with special focus on unplanned pregnancies; and health literacy. Each community conducted start-up workshops to develop goals, define roles and develop action plans.
In year two, a roundtable discussion was held with representatives of all of the communities of practice. Initially, the communities of practice had experienced low attendance, lack of collaboration and slow progress with their activities.
Following self-reflective strategies, the groups developed strategic responses to these challenges, including revision of their annual work plans, collaborative setting of objectives and establishing work procedures. The revised action plans included projects that individual members had professional interest in, such as clinical audits, developing best practice guidelines, strengthening community engagement, and improving care at the two district hospitals. In addition, the work plans included advocacy, lecture series, service delivery interventions, curriculum development and conference participation.
While participation in our communities was voluntary and driven by members' commitment to their shared domain of interest as registered nurses in practice and in the academy, the empowerment opportunities that were created by the availability of project funding provided incentives for participation. These included, for example, participation in conferences, training opportunities, workshops, networking events and international visitors' programs, which further motivated and sustained the communities of practice.
RESEARCH DESIGN
The authors of this article were involved as part of the program management team as well as being active members of the communities of practice. We chose autoethnography, as described by Ellis (2004) , as an approach to researching our communities of practice. We realise that different group members may have had different experiences and thus different ways of describing and analysing their own experiences in their community of practice (see, for example, the articles by Mataboge et al. 2014 , and Phiri et al. 2015 .
The reflective gaze and learning experiences that we refer to in this article resonate with the epiphanies that are often found in autoethnographies, which can be described as remembered moments perceived to have a significant impact (Ellis, Adams & Bochner 2011) . Our selection of epiphanies represents our personal research frame. We acknowledge the innumerable ways in which our personal experiences influenced the research process, thereby inadvertently implicating the members of the various communities of practice, other program staff and the program leaders.
We used the After-Action Review (AAR) method to systematically describe and analytically assess our experiences and learning. The AAR methodology has been widely adopted by nursing, health and social care professions (Kinsella 2010 We used primary and secondary information, which we obtained through interaction or 'eyewitness accounts', as described by Ellis, Adams and Bochner (2011) , field notes, program reports and progress reports from the communities of practice.
In our study, reliability, generalisability and validity as described by Ellis, Adams and Bochner (2011) was ensured by the authors' cross checking of experiences as truthful accounts against 'factual evidence' as reported in the approved project reports and progress reports to the funders. In our study, we specifically focused on learning experiences that may be useful and generalisable to other communities of practice in the university-community environment.
Below we offer a layered account of our experiences in (2005) reports that their communities of practice go through phases: some fizzle out due to apathy and inactivity, others join together, and several are phased out. Wenger (2006) aptly describes a community of practice as dynamic, in that the interests, goals and members are subject to change, and shifts on different levels should be expected and supported.
Why Did It Happen?
In the literature, communities of practice have been described as feature-based and process-based. Both Wenger (1998) and As a result of learning, changes in interaction are inevitable and can stabilise or destabilise the community of practice (Huberman & Hogg 1995) . Our communities of practice experienced destabilisation on different levels.
The most disruptive event was the end of the funding period.
In this regard, it needs to be noted that the CONEWCH was Our communities of practice were diverse in their characteristics, relationships, self-organisation, boundaries, identity and cultural meaning, as predicted by Huberman and Hogg (1995) . Community development is not a 'one size fits all'
proposition. Each community that they observed had its unique 'personality', strengths and challenges as well as stages that communities transform to.
The differentiation process is a means of increasing the complexity of the system since each sub-system can make different connections with other sub-systems. Instability emerges as either the diversity or the size of the community increases or due to changes in the environment of the community of practice. According to systems theory, the system has endogenous mechanisms of adaptation for adaptive readjustments on the basis of local available information, which will restore the equilibrium of the community of practice in the organisation (Luhmann 1995) . The differentiation of sub-systems and adjustments reflects our experiences of the configuration and reconfiguration of our communities of practice over seven years.
In our experience, our communities of practice matured over the years and became more capable and more distinct in their identities. The latter, however, caused complications on different levels; for example, it made it difficult for new staff to choose and join a group, especially if the person's research interest did not fit squarely into any one of the groups. It also meant that staff members in the same academic department were boxed into a group, and cross-boundary work became a challenge. On another level, members of the communities of practice experienced role conflict and had to negotiate their institutional job demands and academic schedules with their involvement in the communities.
By 2015, the remaining communities of practice had evolved into communities of purpose, which can be described as a community of people who are going through the same process or are trying to achieve a similar objective. In the case of our communities of practice, the common purpose was a shared goal and we monitored outputs and performance, such as the number of articles published in refereed journals. Further developments were noted within the existing communities of purpose, which could be 
What Lessons Were Learned from our Experiences?
The main challenges that we observed in our communities of practice related to group dynamics and balancing diverse priorities.
We observed three different ways in which our communities of practice managed internal and external challenges. In the first example, we describe a strategy that was employed to balance diverse interests; in the second example, we describe a strategy for explicating the value of research for the benefit of health practice and service delivery in a community; and in the third example, we describe a strategy that was employed to transfer collective capacity to stakeholders.
Accommodate diverse interests
Experiences of power imbalances were observed on different levels in our communities of practice. Our groups involved a range of partners from practice, the academy, communities, and different organisations and contexts. In university-community engagement, academic and professional titles create hierarchies and perceptions of whose views and knowledge are more important and valued than others. Some members felt excluded in research meetings and not everyone was familiar with research terminology, academic language and theory, and so could not participate in the discourse.
As an example of how this challenge was managed, we developed a work plan that covered the interests of all the members, while retaining the research focus. This was an effective strategy, based on diverse interests within the group, for resolving tensions. In the case of the HIV, AIDS and Malnutrition
Community of Practice, the group annually adopted a thematic area to direct their research. Over the past few years, thematic areas have been extended to include convergence of Indigenous and Western healthcare systems (see, for example, Ngunyulu,
Mulaudzi and Peu 2015).
Managing external stakeholder relations is closely associated with managing intragroup dynamics, and may stem from power imbalances and contested priorities.
Build stakeholder collaboration and converge interests
As indicated previously, university and non-university members of our communities of practice had to balance personal, group and institutional expectations and mandates, which gave rise to tensions within the communities of practice. For community organisations, performance targets are driven by service delivery targets, which overlap only marginally with the priorities and mandate of the universities.
Example of how this challenge was managed: This example
illustrates how a community of practice resolved tensions by building stakeholder relations in university and community engagement in a way that connected diverse interests. In this example, the university- The results of the clinical audit highlighted best practices and areas that needed improvement. Best practices were shared between the centres, and collaborative interventions were designed to address some of the gaps identified (Van der Wath 2013). After refining the audit tool, a follow-up audit was conducted which showed improved adherence to the minimum standards for cases of sexual assault.
RECOMMENDATIONS FOR SUPPORTING COMMUNITIES OF PRACTICE
USAID (2006) maintains that the strength and resilience of communities of practice lies in the multiplier effects they trigger in the collective skills and knowledge of the group. In our experience, social learning within our communities of practice, supported by our capacity-building strategy of empowerment, played a vital role in sustaining our communities of practice. Individual and group learning was encouraged, and this culminated in collective capacity and transfer of knowledge and skills.
For communities of practice, as learning communities, where members come from organisations that value knowledge (Wenger & Snyder 2000) , it is important for the members to realise that collective intelligence must be brought to bear in solving important problems in their areas of interest and workplaces.
We did experience a challenge in regard to group boundaries.
For example, HIV and AIDS as well as gender violence cut across the work of all the communities of practice, and yet the groups maintained their group identities and did not encourage their members to work across communities of practice.
Our groups also seemed not to have been aware of the strength of their collective capacity. According to Peu et al. (2014) , in a self-evaluation of their community of practice, there was a lack of acknowledgement of collective competencies. An important lesson is to be learned from this experience. The World Bank (2005) notes that the value of communities of practice lies in their ability to share specific insights that contribute to problem solving in the context of a community's particular knowledge base without the adverse effect of information overload (World Bank 2005).
The type of learning that occurs in a community of practice is characterised by the social as opposed to the individual (Barab & Duffy 2000) . Furthermore, the learning is considered to be situated in the social context, with the identities of members emerging from their wider social experiences (Edwards, Gallacher & Whittaker 2006) . Addressing gaps in management of the collective learning and knowledge generated by the groups for wider dissemination and ease of access remains a challenge.
The following recommendations are offered based on a review of literature relevant to the lessons that we have drawn from our own experiences.
Establish the Identity of the Group as a Knowledge Community
Communities of practice have become associated with finding, sharing, transferring and archiving knowledge, as well as making explicit 'expertise', or tacit knowledge. Tacit knowledge is considered to be those valuable context-based experiences that cannot easily be captured, codified and stored (Davenport & Prusak 2000; Kimble & Hildreth 2005) . In our experience, as knowledge development accrued over time, the need for a knowledge repository system and an accessible knowledge bank became critical to the effectiveness of the community of practice.
The community of practice should develop a strategy and plan for managing the knowledge and products created by the community so that they can be shared beyond the community. It is also important that procedures, practices and the technology used support structured data sharing. The purpose of knowledge management as a field of research and practice is how to better utilise the knowledge or 'intellectual capital' contained in an organisation's network (Dingwall 2008) . It is therefore necessary to design outcomes-driven capacity building strategies and 
Use Different Platforms to Explicate the Value of Communities of Practice
Communities of practice thrive when they become conscious of their value to the organisation, to the teams in which community members serve, and to the community members themselves.
Value is key to community life, because participation in most communities is voluntary. But the full value of a community is often not apparent when it is first formed. Moreover, the sources of value often change over the life of the community.
Frequently, early value mostly comes from focusing on the current problems and needs of the community members. As the community grows, developing a systematic body of knowledge that can be easily accessed becomes more important (Wenger, McDermott & Snyder 2002 ).
Communities of practice should create opportunities for participants to explicitly discuss the value and productivity of their participation in the group for the individual (micro level) and for the group (meso level), and explicate the strategic importance of the community for the member organisations (macro level).
A key element of sustaining communities of practice over time is to encourage community members to be explicit about the value of the community throughout its lifetime. Initially, the purpose of such discussion is more to raise awareness than collect data, since the impact of the community typically takes some time to be felt. Later, assessments of value can become more rigorous, as suggested by Wenger, McDermott and Snyder (2002) .
CONCLUSION
What worked best for us in this context where we had multiple communities of practice to support with limited resources was the development and implementation of a standard performance support plan, methodology and system for all our communities of practice.
The communities of practice in our program offered opportunities for individual learning, growth and development, as well as practice development and organisational systems development. This had direct and indirect benefits for the individual group members, their organisations and the beneficiaries of their practices, notably women and children who were the main targets of our program. Through the projects of our communities of practice, we achieved the goals of our funded program to institute a research initiative with the focus on improving the quality of nursing care, and to manage research groups to generate and disseminate knowledge relating to woman and child health.
Our communities of practice strategies to overcome challenges and to sustain themselves were quite diverse. Each community of practice evolved and matured at its own pace and on its own terms. The strategy to form communities of purpose and communities of interest ensured that members could participate in their community of practice in different ways that best suited their personal and institutional needs, as well as that of their stakeholders, in addition to contributing to the development and practice of their domain of work. We learned that diversification of activities and thematic areas, as well as transfer of collective capacity, were found to be the main vehicles for relieving tensions within the communities of practice and between university and community stakeholders.
By deliberately focusing on developing the identity of the group and institutionalising the communities of practice, as well as explicating the value of these communities of practice, and by building, acknowledging and sharing collective competencies of members of the communities of practice, our communities of practice became resilient and evolved into adaptive and selfsustaining purpose-driven and interest-driven groups.
We believe that our communities of practice provide a good practice example, or model, which could be replicated in similar contexts of professional development in healthcare disciplines.
